What does sex have to do with it? The answer may seem obvious to people who work in family planning programs or conduct research on those programs.
But in practice this connection is rarely acknowledged. For decades, family planning programs have been designed on the assumption that providing information and technologies to clients, who are defined almost exclusively as women, will suffice to reduce unwanted and unplanned pregnancy. In recent years, policymakers, program managers, and researchers have begun to agree on the importance of improving the quality of family planning services. Today, however, there is a growing recognition that paying greater attention to clients' needs is still not enough. As long as family planning programs ignore the context in which individuals and couples make decisions about fertility and contraception, they will be limited in their impact and effectiveness. In addition, the continued spread of the HIV pandemic and increased visibility of such issues as women's rights and sexual coercion are forcing many people to rethink the appropriateness of a narrow focus on reducing unwanted births. Region (IPPF/WHR) has been learning more about how providers' attitudes toward sexuality and gender roles affect the services clients receive. Consequently, IPPF/WHR has developed innovative approaches to changing those attitudes to better meet the sexual health needs of their clients.
We thought it would be valuable to researchers and practitioners alike to bring these two perspectives together. In February 1996, IPPF/WHR and the
Population Council's Ebert Program on Critical Issues in Reproductive Health
Preface jointly hosted a meeting on the challenge of incorporating sexuality into family planning. We compiled this report after concluding that the ideas and strategies presented during the meeting merited wider recognition and debate within the family planning field. We hope it encourages others in the field to think about how to offer family planning and reproductive health services in ways that promote individuals' ability to identify and meet their sexual health needs and in ways that enhance equality between intimate partners. This report draws principally on the discussions from that day as well as on our perspectives as organizers.
Many thanks to the presenters-Julie Becker, Ann Blanc, Debra Boyer, Margarita Diaz, Hilary Hughes, Robert Miller, Elaine Murphy, Jewel Quallo-Rosberg, Debbie Rogow, and Lindsay Stewart-whose experiences and reflections provided the foundations of this report. Judith Bruce and Elizabeth McGrory were instrumental in helping us to clarify our objectives and messages in both the meeting and this report while Elizabeth Coleman, Victoria Jennings, and Geeta Rao Gupta provided feedback that helped us shape this report for a wider audience.
Diane Rubino handled the many administrative facets of this project flawlessly. It should be noted that when we refer in this report to "family planning and reproductive health services," we are talking about a range of issuesincluding sexuality, gender roles, and sexual decisionmaking-that are critical in providing information and counseling about STD and HIV prevention as well as postpartum, abortion, and post-abortion care.
As Kirsten Moore of the Population Council suggested in her opening remarks, "sexuality" is a complex and often confusing term that can be used to describe both individual behavior and cultural norms. In this report, it refers to a social construction of a biological drive. It is dynamic and multidimensional.
People derive their sexual identity from their partnerships, behavior and acts, physiological drive, and the meanings they give to these things. Research and program experience show that women often exercise little power with regard to choosing sexual partners, engaging in sexual activity, and protecting themselves from unwanted pregnancy and disease. Consequently, family planning programs are experimenting with new ways to "bring men in." The goal is not simply to increase the total number of contraceptive users, Moore said. Program strategies must recognize that coerced sexual encounters and power inequalities between partners often lead to unwanted pregnancy, disease, and other undesirable outcomes. Helping individuals to develop a better understanding of their sexuality and the motivations of their sexual behavior is a necessary step in helping clients achieve their reproductive intentions. Furthermore, it can be a profoundly empowering experience for the client or couple.
In making the connection between sexuality and family planning, Moore cautioned, it is vital for public health professionals to speak in positive terms. Too often, our professional roles lead us to talk only about the "risk" of unwanted pregnancy, the "threat" of becoming infected with the virus that causes AIDS, or the "menace" of sexual abuse and coercion. As individuals, however, most of us think about our sexuality in a more positive light. We consider the possibilities of pleasure, of forming intimate relationships, of having a child.
Our task as individuals and professionals is to help clients find a balance be- Analyzing and quantifying some of these changes will be necessary to help justify further investment in this area and to sustain this momentum.
In almost any setting, the politics surrounding issues of sexuality are typically complicated and sometimes contradictory, and they call for careful planning on the part of those who seek to undertake such work. This report presents some practical lessons for researchers studying sexuality and for managers who wish to incorporate sexuality in their family planning programs.
There is a paucity of good information worldwide about individuals' sexual Precisely because sex is so private, people long for constructive opportunities to talk about sexual experiences, concerns, and needs.
To find ways to make individuals more comfortable discussing their sexual lives with family planning providers and researchers.
Myth #1:
Reality:
Challenge:
and AIDS Research Program found that young women in Thailand were more comfortable speaking one-on-one than answering a written survey. She suggested that the act of writing down their answers made their behavior seem more real than they were prepared to acknowledge-even to themselves.
Hilary Hughes of IPPF spoke of the need to find new ways to collect sensitive information. IPPF's Sexual Health Project (SHP), whose services address both family planning and STD/HIV prevention and care, has made some inroads in getting people to talk about the issues affecting their lives in Gambia, Ghana, Tanzania, Burkina Faso, India, and the Dominican Republic. Project staff begin by initiating discussions among different community groups around concrete issues related to sexual and reproductive health, including the quality of male/ female relations; the ability to enjoy sexual relations without fear of unwanted pregnancy, disease, or violence; and concerns about the ability to conceive. The community groups then prioritize key concerns, suggest indicators by which to measure change, and identify agents and methods for data collection. In Tanza- nia, for example, the groups identified three key concerns: drunkenness, which can lead to the breakdown of relationships within families that are struggling financially; promiscuity, which can lead to discord between couples and lack of trust and respect in sexual relations; and teenage pregnancy. With regard to promiscuity, community members recommended the following indicators: the number of divorces or separations over a defined period of time; the number of relationship problems for which outside help is sought; and the number of husbands who beat their wives or engage in other forms of domestic violence.
Suggested sources for data collection included community-based distribution agents, traditional counselors, community elders, and a sample of the sexually active adult population identified through a community questionnaire.
These discussions give SHP staff an opportunity to answer questions, correct misconceptions or misinformation, and explore myths related to sexual and reproductive health. Women and men often use slang or euphemisms that may not be immediately apparent to a researcher or clinician. By recognizing these terms, SHP and clinic staff can use appropriate language in research instruments and one-on-one counseling.
The SHP found that although sexuality is a personal matter, it is also a community issue. The problems that individuals experienced were not simply the result of individual behavior, but were influenced by community conditions and norms, such as gender roles, economic opportunities, or power of elders. SHP staff have found that discussions of sexuality and female/male interactions, both within the community and in the clinic, can be a powerful starting point for social change. For example, discussions of marital discord in one Ghanaian village elicited vastly different statements from men and women. As the discussions progressed, women and men began to appreciate the root causes, to listen to one another, and eventually to craft solutions.
Well-facilitated group or community discussion on sensitive issues not only provides valuable data but also constitutes a service to clients and to potential clients. The SHP has found that the group setting allows people to develop better communication with those with whom they are in conflict and to form alternative visions for the future. As evidenced in the following section, even victims of abuse or coercion report that simply being asked about their experiences can be a cathartic and beneficial experience. In addition, both Boyer and Stewart presented data that indicate a strong correlation between sexual abuse or coercion and adolescent pregnancy.
Studies from both developed and developing countries reveal that girls and women who have been sexually abused exhibit a sense of dissociation, or lack of physical connection with their body. They also have lower self-esteem and often feel unloved. As a result, they are often unable to maintain clear and appropriate personal boundaries, particularly with regard to their bodies, and are frequently unable to say "no." These findings raise doubts about whether girls who have been sexually abused can accurately be said to "consent" to sexual activity.
Boyer and a colleague conducted an earlier study in family planning clinics in the state of Washington. Their findings revealed that sexual abuse is strongly correlated with earlier age at first sex, more partners, greater age disSex is a voluntary activity between individuals of equal status.
Myth #2:
To identify and alleviate power inequalities among intimate partners.
Power dynamics within a relationship strongly influence sexual activity; a significant number of women and girls, and sometimes boys, report they are coerced into sex.
parities between partners, more frequent use of alcohol and drugs (which can lead to high-risk sexual behavior), and less frequent use of contraceptives. It is also the strongest predictor of repeat pregnancies. Indeed, ten years of research in this area led Boyer to hypothesize that sexual abuse is perhaps the primary indicator for unwanted adolescent pregnancy in the United States. This pattern may not hold true in developing countries, where women often marry at a younger age. Nevertheless, physical, emotional, and sexual abuse has disturbing implications for future patterns of sexual behavior, as well as harmful consequences for physical and psychosocial health.
In another investigation, IPPF/WHR affiliates in Peru and Colombia collected data on experience of sexual abuse among young people who sought medical and psychological counseling. More than half said they had been sexually abused in the preceding 12 months or exhibited signs of recent sexual abuse.
Although the sample was selective, the findings suggest that sexual abuse is closely related to sexual risk-taking and unwanted pregnancy.
Debbie Rogow, independent consultant, suggested that, given this history of abuse, the descriptive category "sexually active" may be a misnomer.
Many young women who are having sex might more accurately be described as "sexual acceptors" rather than "sexually active." The word "active," moreover, might better describe girls and women who make choices on their own behalf-either to have sex, or not to.
Margaret Hempel of the Ford Foundation noted that many girls lack positive language with which to describe their sexuality, desires, and experiences.
She said it is critical to promote a healthy sexual identity among girls that allows them to develop appropriate boundaries, take pride in their bodies, and make Collecting data on sexual abuse raises a number of challenges, including some important ethical concerns. Boyer, for example, said she thinks it is inappropriate to ask clients about current or past abuse by using anonymous questionnaires. Instead, clinic staff should establish relationships with their clients and provide referrals to outside counseling and medical or legal services when requested.
Researchers almost invariably report that women who have been abused are grateful to be asked about their experiences. For many, it is the first opportunity to confide in someone, ask questions, or confront their feelings. In designing and providing services, it is crucial not to assume that clients are engaged in mutually consensual sexual relations. As troubling as the topic of sexual coercion and abuse is, clients and providers both benefit from opportunities for women and men, and girls and boys, to disclose and discuss their experiences. But abusive relationships are not the only thing that family planning practitioners should be on the lookout for. In many cases, limited sexual and reproductive choices stem from societal norms about female and male gender relations.
The positive and negative attributes that providers typically assign to different contraceptive methods, observed Debbie Rogow, "rest on a body of nearly mythical literature-stories that have become so deeply ingrained that the foundations on which they were constructed are no longer questioned." Rogow, an independent consultant, and Margarita Diaz, a nurse practitioner at the University of Campinas in Brazil, carried out a review of provider attitudes toward female barrier methods and male methods. Their analysis showed how the "disadvantages" of these methods can often be traced back to male coital concerns.
Diaz cited some of the most common notions that providers hold with regard to female barrier methods, including the diaphragm, cervical cap, and female condom: women cannot learn how to use these methods properly; their effectiveness is very low; women do not like to manipulate their genitalia; husbands will not accept or support the use of these methods; and these methods decrease the male partner's pleasure. These biases are often either purposefully or unwittingly communicated to clients during counseling sessions. Eventually, the fact that there are higher acceptance rates for methods that do not interfere with coitus is used to support the conclusion that clients prefer nonbarrier methods. This argument is not only circular, Diaz observed, but it often fails to reflect clients' interests. Before designing a course on sexuality for women family planning clients, she and her colleagues conducted interviews with a random sample of 462 women attending their clinic who used various contraceptive methods. As illustrated in Table 1 , women did not feel that their sex lives worsened as a result of using a barrier method. In fact, more women reported decreases in sexual satisfaction when using hormonal methods. 
Myth #4:
Providers may know how to explain proper use of a family planning method, but few are trained in how to facilitate communication with clients-particularly about complex and intimate topics.
Reality:
To help providers develop the necessary values, communication skills, and technical information to respond to clients' sexual concerns.
Challenge:
sexuality with younger clients than with older ones. And they tended to judge clients' sexual behavior based on their own values and biases. To their credit, staff had a fairly accurate perception of their clients' risk of being infected with HIV or another STD. However, they rarely considered the broader context that influences their clients' choices, decisions, and safer sex practices. Most providers also lacked the skills to help clients better communicate with their partners.
In all three programs staff had a good set of basic skills. They listened carefully, were empathetic, dedicated, and willing to learn. To help them learn to talk to clients about sexuality and gain a more holistic approach to sexual health, project leaders observed how educators and counselors implemented their new skills and knowledge, provided immediate feedback, and identified additional training needs as the project progressed.
A key factor in preparing staff for this process was sexuality training, which centered on helping providers clarify their own values and biases toward sexuality and sexual behaviors. The goal was to enable staff to be more Helping providers to become more comfortable with promoting condom use requires overcoming professional and personal biases against the method.
Several months after the training in Honduras and Brazil, staff reported an increase in their own condom use. A female provider in Honduras now swears by condoms and tells clients of her own positive experience in using them. In Jamaica, staff who previously regarded condoms as a less effective family planning method found that when used correctly, condoms have a potentially high efficacy rate. Staff now teach the proper use of condoms. They also recommend the simultaneous use of a hormonal method or IUD for pregnancy prevention and condoms for STD prevention.
Developing acceptance of these new ideas and approaches provides an opportunity to involve a wide range of staff-counselors/educators, nurses, physicians, administrative staff, drivers, and cleaners-thus providing most people with a greater sense of mission and importance. In Jamaica, receptionists and the driver now conduct informal waiting-room discussions. In Honduras, when she is not busy with Pap smears, the cytologist starts informal discussions with waiting clients. As Margarita Diaz pointed out, this approach also ensures that "the various messages within a clinic add up."
Shifting from simply giving family planning information to engag- got my husband to use a condom. I told him that his penis was thicker and more pleasurable [with a condom] and I screamed and wailed. He has been using condoms now for three months. Now I feel more secure and indeed feel pleasure."
Becker said such examples suggest that some clients may not be ready to involve their partners directly and that they would benefit from speaking first with other clients of their own sex.
Commenting on the IPPF/WHR project, Elaine Murphy of PATH noted the need to test these interventions and to use the data to establish the benefits for clients and staff. Such evidence could help reinforce program managers' perceptions that they are having a positive effect both on meeting clients' needs and on utilization of services. It will also be crucial to procure the necessary funding, space, and political support from donors and senior policymakers to encourage further experimentation. As Murphy concluded, "Too often the refrain is, 'We can't afford to do this.' Perhaps we should demonstrate that 'We can't afford not to do this.' "
Managers of family planning programs need guidance as to the many aspects of services that could be enhanced by addressing issues of sexuality. Unfortunately, although the words "gender," "sexuality," and "sexual health" appear with increasing frequency in policy and project documents, they are rarely accompanied by a discussion of their meaning or their relation to family planning services. Family planning staff and researchers receive little explanation of how these issues pertain to their work, and consequently perceive them as an added demand on service delivery systems.
In fact, time is a precious commodity in many family planning clinics, particularly those in Latin America where financial sustainability is a major concern. Staff in the three IPPF/WHR affiliates discussed in the previous section were initially concerned that their new responsibilities would require spending a long time with each client. However, they found that, in many cases, they can quickly elucidate important information that helps their clients make and implement decisions on their own behalf by using a different starting pointasking questions about the client's sexual life rather than starting with a description of methods.
One counselor in Honduras spoke with a client for several minutes before discovering that, although the client had come in requesting an IUD, she was worried about contracting an STD from her husband, who traveled frequently. The client was reluctant to ask her husband to use condoms because it might imply a lack of trust. Nor, as the mother of eight children, could she abide the idea of becoming pregnant again. Together, she and her counselor decided that she could tell a white lie to her husband. She had an IUD inserted as a backup measure, but told her husband that the clinic denied her request and that he would have to use condoms. Although this strategy may not meet the longerterm goal of helping clients communicate with their partners and engage in joint reproductive decisionmaking, it respected the client's privacy and met more than one of her immediate needs.
Myth #5:
Addressing sexuality will overburden family planning programs.
Reality:
Reports of increased client satisfaction and more effective contraceptive use suggest that addressing sexuality is worth the investment.
Challenge:
To assist family planning programs in developing an appropriate range of reproductive and sexual health services.
In another example, Robert Miller of the Population Council presented data that challenged the common assumption that service delivery points (SDPs) are typically overburdened. A total of fourteen Situation Analysis studies (quick appraisals of services offered to and received by clients) in Africa reveal that one-quarter of SDPs serve approximately 75 to 80 percent of family planning clients. Furthermore, the studies revealed significant amounts of unused capacity in the three-quarters of the SDPs that serve relatively few clients, leaving much room for providing additional services.
Opportunities also exist for service providers to initiate direct contact with men and to talk to female clients about often-neglected male methods. Data from two successive Situation Analysis studies in Kenya (1988 and 1995) reveal that this may already be happening. Between these two dates, the proportion of new clients who were informed about condoms increased from 60 percent to 71 percent; the proportion informed about vasectomies rose from 3 percent to 14 percent.
Jewel Quallo-Rosberg, executive director of the Belize Family Life Association (BFLA), acknowledged that there is room for improvement in the way family planning services respond to clients' health needs. Quallo-Rosberg described how the association has shifted its focus from family planning to sexual and reproductive health at both an institutional and service-delivery level. In the clinic, a range of new services were added, including a lab to back up STD screening and Pap smears, AIDS prevention counseling, referrals for specialized treatment, and pre-and post-natal services for disadvantaged teenage mothers.
BFLA is also undertaking an ambitious experiment to train community leaders as reproductive health facilitators and is establishing a special center to serve low-income teens.
Adding community education to BFLA's work was extremely challenging for staff, who had to shift from "teaching" clients to facilitating an exchange of information. The two new field workers coordinating this component needed training, as did the nurses in the target areas. Training workshops helped the community educators realize that the knowledge that they had about sexuality was a valid basis for their work, and they soon gained confidence in their ability to handle their required tasks. The staff now fulfill three simultaneous roles: providing services and information; raising awareness about the causes of poor health and poor human interaction; and facilitating and supporting clients' own analysis, planning, and action. As BFLA staff moved from the clinic into the community, they have had to learn new ways of maneuvering, seeing, and relating.
Participants in the workshops included community health workers, traditional birth attendants, and representatives from breast-feeding and other local health groups. The goals of the association's community outreach effort include: (1) providing services that are more relevant to people's sexual lives; (2) promoting community action to improve gender interaction; and (3) improving clients' use of referral services for other needs. Participants in rural areas appear to be more receptive than the urban poor to these efforts, though both groups The new teen program has helped BFLA improve its public image.
Once seen as interested only in reducing population growth, the association is now viewed as promoting the welfare of young people. Its new programs have generated both press coverage and a willingness among government officials, church leaders, and others to collaborate on common concerns.
Changes at the clinical level have enabled the association to respond to a broader range of clients' needs. New services include Pap smears and STD diagnosis and treatment, as well as referrals for specialized treatment. The greatest challenge in clinical practice was the counseling process. As with the three IPPF affiliates whose work is described above, a more client-centered approach required staff to move beyond the traditional outlining of methods and side effects to a more interactive and sensitive approach to counseling clients. New counseling protocols were developed and staff were retrained. Originally, the project design included a full-scale pre-natal service for teens with regular clinical exams, blood work, and the like, in addition to information services. In order to keep things manageable, however, the association limited itself to providing the educational component.
As more family planning clinics begin to incorporate sexual and reproductive health into their programs, they would do well to heed the lessons already learned and the challenges already identified. Successfully managing this programmatic shift takes time (more than just one training session), flexibility, communication with community members, new ways to gather and evaluate qualitative data, and the patience to make changes slowly but surely. Sexuality touches on some of the most fundamental aspects of human life.
Therefore, it should come as no surprise that people all over the world value opportunities to ask questions and to talk honestly and openly about their sexual lives and relationships. All too often, however, sexuality as a topic of discussion is relegated to the private sphere as something too personal to discuss even with a partner or family member. The root of this inability to speak frankly about sex may not be embarrassment. Rather, it suggests a reluctance to talk about the inequalities, and sometimes abuses, of power that exist among intimate partners. These inequalities are dependent upon a number of characteristics-age, race, class, and, most often, gender-and have significant implications for the delivery of contraceptive and reproductive health services.
Too often women-and sometimes men-lack the power to make and implement decisions about contraceptive use and disease prevention. Further, if family planning programs expand their objectives from reducing the total number of births to improving healthy decisionmaking among their clients, they must forge alliances with other actors in their communities.
Power, and inequalities of power, are at the root of many unhealthy and unwanted reproductive outcomes. To successfully alter these relationships, family planning and AIDS-prevention programs will need to combine forces with agencies and organizations that directly address social relationships. For example, they need to capitalize on programs that are working to improve girls' and women's access to education, credit, or job training, which are known to strengthen women's bargaining positions within intimate relationships and within families. They Conclusion need to work with advocacy agencies and researchers trying to define and promote women's human rights. They need to reach out to agencies working on issues of child development and to promote greater paternal involvement in raising children.
A vital but often neglected partner in this process is the media. Popular media tools such as video, music, and comics can be used to promote alternative models of partnership relations, sexual behavior, and negotiation. As the Belize Family Life Association learned, changes in service delivery-particularly those that are seen to be responsive to community interests-can become media stories in and of themselves. In addition to creating greater visibility for a particular program, this kind of attention can help raise awareness and initiate public discussion about issues that are difficult to change on a one-to-one basis.
In the post-Cairo era, family planning program managers are likely to find themselves operating in an environment that demands increased accountability-to both clients and donors-on a range of reproductive health issues that includes HIV/AIDS and reproductive rights. To be successful in this environment, family planning programs need to design and evaluate services based on whether or not they meet clients' reproductive health needs, not in terms of how many contraceptives they have delivered or how many clients they have served.
This new basis requires shifting from a medical model, which defines a success- 
